Abstract How are health inequalities articulated across urban and rural spaces in Tanzania? This research paper explores the variations, differences, and inequalities, in Tanzania's health outcomes-to question both the idea of an urban advantage in health and the extent of urbanrural inequalities in health. The three research objectives aim to understand: what are the health differences (morbidity and mortality) between Tanzania's urban and rural areas; how are health inequalities articulated within Tanzania's urban and rural areas; and how are health inequalities articulated across age groups for rural-urban Tanzania? By analyzing four national datasets of Tanzania (National Census, Household Budget Survey, Demographic Health Survey, and Health Demographic Surveillance System), this paper reflects on the outcomes of key health indicators across these spaces. The datasets include national surveys conducted from 2009 to 2012. The results presented showcase health outcomes in rural and urban areas vary, and are unequal. The risk of disease, life expectancy, and unhealthy behaviors are not the same for urban and rural areas, and across income groups. Urban areas show a disadvantage in life expectancy, HIV prevalence, maternal mortality, children's morbidity, and women's BMI. Although a greater level of access to health facilities and medicine is reported, we raise a general concern of quality and availability in health services; what data sources are being used to make decisions on urban-rural services, and the wider determinants of urban health outcomes. The results call for a better understanding of the sociopolitical and economic factors contributing to these inequalities. The urban, and rural, populations are diverse; therefore, we need to look at service quality, and use, in light of inequality: what services are being accessed; by whom; for what reasons?
Introduction
Since the introduction of Michael Lipton's 1977 Burban bias thesis,^the literature, discourse, and development course have cumulatively assumed urban areas are less vulnerable-development and interventions needed to target rural areas. The theory assumed that there remains a class conflict between the rural and urban populations resulting in the systematic under-development of rural areas and thus the persistence of poverty (see [7, 13, 25] ). However, several critiques have now arisen. This paper builds upon the need to understand the question of urban-rural inequalities: how advantageous are urban spaces for health? What urban spaces, and who, are able to utilize the advantages of urban space? With urbani
With a total population of 47 million in Tanzania, in 2012 [43] , a large majority continue to reside in rural areas. Over 35 million citizens live in rural areas [46] ; however, the number of urban dwellers is sharply rising. By 2012, 29-31% of Tanzania's population were urban ( [21, 35] 1 ): see Table 1 . Tanzania's largest city, Dar es Salaam, has been quoted as being the fastest growing urban center in Sub-Saharan Africa [1, 35] . The 2012 National Census showed Dar es Salaam accounted for 10% of the total population, with a growth rate of 5.6% per annum [43] . Such figures put Dar es Salaam on track to achieve Bmega city^status by 2030, inhabited by over 10 million residents [5] . However, the spread of Tanzania's urbanization goes beyond Dar es Salaam, with new Bhot spots^of urban growth highlighted with the rapid growth of cities in the regions of Mbeya, Ruvuma, Rukwa/Katavi, and Kagera/Geita [44] . These regions have a lower percentage of urbanization, in contrast to Dar es Salaam that was classified as 100% urban in 2012; however, such regions have high rates of urban population growth between 2002 and 2012 (ibid.). With the changing geography of growth in Tanzania, questions need to be raised on the urban experience: informality is a major component. In Tanzania, the slum population is estimated to account for 66.4% of the urban population [33] . Dar es Salaam's informal settlements are growing faster than planned residences and are increasing in density [28] . Urbanization is largely unplanned with informality prevalent.
In Tanzania, economic growth is unequally distributed. The UNDP (2015 2 ) calculated an economic annual growth rate of 7%, but the public perception is that this development is yet to be felt by a majority of Tanzanians [2] . Poverty remains prevalent. About a quarter (28.2%) of citizens were calculated to live below the minimum resources needed for physical well-being, according to national Household Budget Survey (HBS) data [46] . Furthermore, 68% of the population were living below the international poverty line-living on less than $1.25USD per day, between 2007 and 2011 [34] . When looking at district level data, Muzzini and Lindeboom [20] found that one third of cities from 12 urban centers analyzed had lower poverty levels than their surrounding rural areas, but zooming into ward level data showed that all the urban cities had higher poverty rates then rural counterparts. Poverty being defined as living below the basic needs-defining poverty by assets and income expenditure (ibid.; [12, 17] . This context raises a number of questions. Who is benefiting from urbanization? How are inequalities and inequities across the social sectors reflected in the context of urbanization? What are the intra-urban differences?
This research was conducted to understand more about these gaps, in the context of health outcomes Tanzania. The paper focuses on health inequalities between rural and urban spaces. The paper is structured as follows: the introduction is followed by explanation on the methodology adopted; thirdly, results are presented. Results are sub-divided based on the three paper objectives (highlighted below). Finally, the discussion section provides potential explanations for the inequalities found and is followed by concluding points. This paper builds upon an existing body of knowledge synthesizing findings of urban-rural differences (see [6] ), but to our knowledge no study has been conducted comparing the specific urban and rural health indicators used. The synthesis was based on answering three objectives:
1. What are the health differences (morbidity and mortality) between Tanzania's urban and rural areas? 2. How are health inequalities articulated in Tanzania's urban and rural areas? What is the impact of social exclusion, deprivation, and wealth, on health outcomes? 3. How are health inequalities articulated across age groups in Tanzania?
Methodology
Two research scientists from Ifakara Health Institute conducted this research synthesis. Three national datasets were selected to identify the differences between urban and rural health outcomes (Table 2) . Indicators of morbidity and mortality are included. The national datasets enable us to synthesis, and subsequently analyze, health across different stages of the life course'-from pre-natal to older ages. This synthesis paper therefore focuses on the inequalities of morbidity 1 Variations are found in reported figures based on the data source used: the data sources use different definitions of what defines urban and rural areas (see [20] Table 7 for a full list of definitions applied). The three datasets (Table 2) were selected based on the meeting the following inclusion criteria: (1) Is the dataset collected from national representative survey or specific sites? (2) Does the dataset collect urban and rural health outcomes? (3) Is the data open source? (4) Is the data updated and recently collected-within the last 5 years? (5) The dataset has a wealth index applied? (6) Finally, does the data use the statistical definition of Burban^and Brural^boundaries? In Tanzania, there are three key definitions of Burban^-the first is the statistical perspective used by the National Bureau of Statistics (NBS); the second definition is the politico-administrative definition based on administered boundaries and used by the President's Office-Regional Administration and Local Government (PO-RALG); and the third is the human settlement definition used by the Ministry of Lands and Human Settlement (MLHSD). Each use a different spatial unit of analysis: enumeration areas; local government authorities politico-administrative boundaries; and settlements, respectively [20] . The definitions influence how resources are allocated. These definition variations in boundaries present challenges in comparing datasets. Therefore to control for this, all national data sets used (Census, DHS, and HBS) use the same definition of urban and rural boundaries to ensure comparability: the statistical definition, based on smaller-scale enumeration areas (EA) (areas composed of 300-900 people). An EA is defined as urban when located in a urban ward or had urban characteristics (exceeded a certain size-density criterion, was occupied by non-agricultural activities and non-domestic buildings), containing 300-500 people, and having access to their own market and social services (ibid., pp. [4] [5] . The inclusion criteria meant site-specific datasets, such as the Health Demographic Surveillance Survey (HDSS) comparing rural and urban Ifakara, were excluded from the synthesis. Source: [44] . The figures quoted are based on National Census data, using the NBS statistical definition of urban/rural boundaries Each of the data sources applies a wealth index in generating wealth classes. The index is based on ownership of assets and housing characteristics. Household assets identified in the surveys include possession of a television, bicycle, or car, and information on housing characteristics includes having access to a source of drinking water, the quality of sanitation facilities, and type of materials used for the dwellingconstruction.Wealthdata was usedtocompare health outcomes across socioeconomic groups.
Fourteen indicators were selected from the three datasets to represent indicators of morbidity and mortality across urban-rural spaces (see Appendix: Table 7 ). Three categories were made: nutritional status; access to care; and disease outcome. Across the categories, differentiation is found on identifying actual morbidity or mortality, and the potential risk. BNutritional status^includes the physical manifestation of morbidity, mainly linked to diet and malnourishment. BDisease outcomes^includes a specific focus on the diseases identified and mortality rates. BAccess to care^includes indicators of access to care, care that may reduce the risk of morbidity and mortality. This does not take into account the underlying factors and conditions that interplay to influence this. Published data was extracted and compiled for these indicators from the three datasets. Data was compiled in Excel and evaluated based on urban and rural classifications and wealth class. The 14 indicators show health outcome advantage and disadvantage. Advantage is defined by a positive health outcome from reported data; this does not however take into account structural and social factors, issues concerning access or quality. Statistical significances were tested on only eight indicators; NBS provides sampling error estimates on few selected indicators.
Results
This section summarizes the key findings from the synthesis, showcasing health outcomes across the life course within urban and rural areas. The results are provided as per the three mortality-morbidity categories (nutrition; disease; and access to care) and based on the paper objectives.
Results: Nutrition Status Outcome
In terms of the outcome of morbidity diet in rural-urban areas, geographical disparities are found. Nutritional statuses' vary across age groups and generations, raising questions over the diet, and physical activity, of women in urban areas and the availability of food for children in households (Table 3) . Findings show a higher prevalence of women being overweight, obese, and anemic in urban areas. More women of reproductive age (15-44 years) in rural areas were of normal weight. However, in terms of nutrition behavior: no difference was found in the proportion of women consuming foods and vegetables rich in vitamin A across rural and urban areas, or across wealth quintiles.Suchraisesfurtherquestionsofwhymore women in urban areas are overweight, obese, and anemic: what dietary, lifestyle, and gender structures are linked? For children born in urban areas are shown to have lower birth weights (below 2.5 kg) and size, compared to rural newborns. However, in the case of children, a higher proportion of children, below 5 years old, in rural areas are stunted (45% vs. urban 35%) and underweight (17% vs. urban 11%) [21] . Children from households in low-wealth quintiles accounted for a larger proportion of stunted and overweight children. A slightly higher percentage of children, under 5 years, were overweight or obese in urban areas (5.8% vs. 4.9% rural), although this may be due to random variation. Such findings show that although worse nutritional outcomes are identified for children in urban areas at neo-natal stage, infant health deteriorates upon the infant stage.
Results: Disease Outcome
The outcomes of morbidity diseases show variations across social groups and diseases, and raise questions of the distribution of medicine and access to treatment (Table 4) . Diarrhea is higher in urban areas; however, severe diarrhea-with blood, is similar for urban-rural areas. However, different care-seeking practices are shown. Parents/caretakers in urban areas were more likely to seek care-56% of urban caregivers sought care for their children (<5 years old) (vs. 52% rural). Recommended treatments, such as home fluid, were practiced more in urban than rural locations, but almost no difference was found in the proportion of children who were not treated at all. Table 5 shows the context of water and sanitation in Tanzania. Tanzania remains off track to meet the Millennium Development Goals (MDG) and National Strategy for Growth and Poverty Reduction (MKUKUTA) targets for the sectors due to lack of prioritization [31] . Although, on average, urban areas have better access to services, the coverage is lower compared to the SSA average, it remains off target, and has not kept up with the pace of urbanization.
Finally, mortality data shows an urban disadvantage. Individuals in rural areas have a higher life expectancy at birth compared to urban areas. Overall there is a gap of 2.7 years between urban and rural geographies. Maternal mortality is higher in urban areas (432 vs. 336 deaths per 100,000 live births). This is mirrored in results for Ifakara's HDSS, where maternal mortality ratio is higher in the Ifakara urban sites (571 urban vs. 517 rural) [11] . Such findings may be reflective of the higher number of deliveries in health facilities, thus recorded, for urban areas.
In terms of health-related behaviors, little variation was found in men's use of tobacco between urban and rural areas (19 vs. 21%). Individuals from low-income households have a higher smoking prevalence compared to the higher wealth quintiles 3 . For malaria, prevention measures were similar across urban-rural [21] . The possession of at least one insecticide-treated net (ITN) in the household is high for both urban and rural areas (87 vs. 93%) (ibid.). However, the coverage of at least one ITN for every two person (recommended) in the household is lower (63% urban vs. rural (54%). The percentage of children below 5 years and pregnant women that either slept under an ITN the night before the DHS was conducted or in a dwelling sprayed with IRS in the past 12 months was similar for urban and rural (77% for children, 79% for pregnant women). However, access to curative treatment for malaria was higher for pregnant urban women. On average, 63% of women (78% urban vs. 60% rural) took an antimalarial drug during their last recorded pregnancy. Access to SP/Fansidar through ANC visits was higher in urban (39% vs. 27% rural) (ibid.).
Results: Access to Care Outcome
The risk of morbidity, and mortality, reflects how accessible care is in urban-rural areas: vaccinations, ANC visits, facilities delivery, and health knowledge. For children vaccinations, full vaccination is lower overall in urban areas (69% urban vs. 85% rural) ( Table 6 ). When disaggregated, BCG vaccinations were similar for urban and rural areas, but polio (84% urban vs. 97% rural), DPT (81% urban vs. 90% rural), and measles (80% urban vs. 94% rural) show disparities. Children born from the lowest wealth quintiles have lower vaccination coverage. Secondly, coverage, and use, of ANC was higher in urban areas: women in urban areas showed more frequency in having at least four ANC [47] visits during their pregnancy, and having an ANC visit within 4 months of becoming pregnant. In addition, facility delivery is higher in urban areas (82 vs. 42% rural). Use of a facility for delivery is also higher among the highest social quintile compared to the lowest social quintiles (90 vs. 33%). More women in urban areas showcased knowledge of mother to child transmission of HIV, possibly a result of more frequent ANC visits or the fact that the prevalence of HIV is higher in urban areas (7.2 vs. 4.3%) [21] . The sex distribution shows higher prevalence among women, in both settings. Analysis by socioeconomic status reveals high prevalence within the highest wealth quintiles. However, despite higher coverage of ANC, and delivery within facilities, the results show maternal mortality is higher in urban sites (see Table 4 ). Great disparities emerge in women's health across urban and rural geographies, to indicate an urban disadvantage.
Therefore what is the quality of maternal care, deliveries and emergency obstetric care (EmOC), in urban areas? What does ANC provide? What is the affordability of urban services? How available is medicine and treatment? What are the changing gender norms in urban and rural areas: are urban women more likely to seek delivery in facilities due to a Bchanged^culture or do patriarchal relationships act as a hindering factor to women seeking treatment in rural areas? In terms of children's health, targeted vaccines actually have higher coverage in rural areas: why?
Results: Summary This paper had three objectives, to understand: the health differences (morbidity and mortality) between Tanzania's urban and rural areas; how health inequalities are articulated in Tanzania's urban and rural areas, and what impact social exclusion, deprivation, and wealth has on health outcomes; and how health inequalities are articulated across different age groups in urban and rural geographies? The results show that despite high coverage of essential interventions in urban areas, there remains a rural advantage for some indicators. The findings show inequalities remains prevalent-but the degree and cause require investigation. Findings also show there is limited data on intra-urban or rural differences, with data generalized as urban or rural. The data shows health varies across income groups, and there is a rising prevalence of risk factors for obesity due to lifestyle and diet, with a changing disease burden. The findings presented raise concerns over access and quality, and lifestyles within urban-rural spaces.
Discussion: Tanzania's Restructured Health Sector and System
The findings need to be viewed in light of Tanzania's restructured, and evolving, health care system. Since independence, Tanzania's health sector has gone through visionary restructuring with the 2025 National Development Vision identifying five key prioritiesachieving high quality livelihoods; peace, security, and unity; good governance; education; and a competitive economy [38] . Within this, improved well-being and the universal access to health is a core foundation. All citizens have the right to health in Tanzania's Constitution. Three key restructuring elements are discussed, of relevance to explaining the urban-rural disparities: (1) health sector management (decentralization and the power of local government authorities); (2) financing (funding, privatization, user-fees, and insurance schemes); and (3) essential health care and resource allocation mechanisms (service, medicine, and human resources). In connection with specific policy episodes, such restructuring is vital in the story of why inequalities emerge and the mission of universal health care has not been achieved. The 1970-1980s marked a key transformation phase for Tanzania'shealth sector. Urbanizationratesrose (seeTable1) and a shift changed how the public sector was governed and controlled: moving from government monopolization and state control to increased liberalization and free-market economic policies, following the Structural Adjustment Programmes (1982) (1983) (1984) (1985) (1986) (1987) (1988) (1989) (1990) aiming to achieve economic growth. As has been heavily criticized: calling for development with a human face [32] . Widening social inequalities were experienced in who can access services with user-fees a norm when accessing Bfree^services, and an increasing trend to privatizing health care services. The opening of private clinics in the 1980-1990s did little to achieve equity in accessing health as they were not located to match population need [3] . However, a research study comparing quality of services for ANC in Dar es Salaam showed private health providers were better in all aspects (structural features and maintenance; interpersonal patient skills; technical consultations and training levels), compared to natural standards [4] . Better health care is available from private providers; however, access to such improved services remains unequal. In addition, user fees became a norm in accessing services from the 1980s. Medicine may be available but not affordable. In analyzing the affordability of pediatric medicine in Tanzania's public, private, and non-governmental sectors, the United Republic of Tanzania [41] shows availability is low across all three services, and although there was no significant variation in availability of public sector medicine across urban-rural areas, there was increased availability of medicine in private facilities in urban areas. Further, when comparing the price of generic medicines in the public/ Wealth quintiles with * showcase a small difference between the lowest and highest wealth quintiles. The difference was less than 3%. The DHS data is used for consistency across indicators, although some variables are recorded in other National datasets, such as HMIS and the National Census WQ wealth quintile a Statistically significant difference private sector, disparities emerge. The lowest priced generic medicines in the private sector were 154.9% more expensive than in the public sector (ibid.). Therefore, with low availability in the public sector, patients purchasing drugs in the private sector have to pay 154.9% times more. Figure 1 shows that although government-provided services remain the key source of care across regions, there is a recognizable decline at the tertiary levels, with an increase in faith-based and private hospitals: 41% of hospitals in 2009 were government-owned compared to 71% of health centers and 68% of dispensaries [40] . Out-of-pocket (OOP) payments remain prevalent across Tanzania. In 2010, OOP accounted for 23% of total health expenditure in Tanzania [45] . In addition, OOPs remain regressive: as despite of waivers OOPs cause the highest financial burden to low-income groups and exclude the poorest from accessing care [19] . However, a less explored area in the question of health equity is whether higher OOPs are found for urban residents due to the greater prevalence, and accessibility, of private services in urban areas? Several changes have been made in health insurance schemes for Tanzanians. The Community Health Fund (rural) (1999), Tiba kwa Kadi (urban) (2009), and recent discussions of a Single National Health Insurance [9] showcase that measures are being made to control for the financial burden of illhealth and ensure financial resilience. However, uptake remains low [18] .
Following the Decentralisation Act of 1972, decentralization by devolution (1982) was to reform the management, and responsibility, of stakeholders in health care delivery to ensure primary health care was available to all and of good quality (see [36, 39] ). Local government authorities (LGAs) were created, responsible for implementing reforms, improving health-planning, and ensuring services were being delivered. Such politicoadministrative boundaries are key for the politicoadministrative definition of urban/rural boundaries described above. However, the potential of decentralization has not been realized and local autonomy has been limited in practice (see [29] ). Authority in decision-making and resource allocation remains highly centralized.
Previous studies have shown evidence of rural disadvantages in terms of access to medicine, drugs, and human resources: as reflected in this papers findings. Studies show appropriate resource allocation is not being applied to meet need: financial resources centrally distributed do not match need thus resulting in shortages [27] . In allocating resources across LGAs and districts, Tanzania uses an allocation formula of 70/10/10/10: 70% is spent with regards to districts' population levels, 10% according to their under-5-mortality, 10% for the poverty level, and 10% is distributed with respect to the mileage covered by medical vehicles. However, reports have shown the LGA health-block grant allocation has not been used effectively between 2005/6 and 2010/11, with deviations between actual and expected resources allocated (ibid.). With deficiencies in resources received, questions need to be raised over how the formula can be improved to equally distribute resources across urban-rural spaces and districts.
In the case of Tanzania's medicine-between 2002 and 2005, a 150% increase in spending was found; however, the drug budget disbursement from the central ministries was random and unpredictable making planning difficult for service providers [8] . Essential drugs were continually out-of-stock. Two reasons have been identified for this: the lack of focus given to quantifying and procuring drugs by the Medical Stores Department (MSD), and the fact the allocation formula is not optimal for equitable allocation as data (i.e., population density) used to make decisions is inaccurate and there are missing variables, such as the disease burden (ibid). Finally, there is inequality in the distribution and retention of health care workers (see [14] ). However, tying these findings together is a question of how do the vulnerable adapt to such shortages and misallocation of resources? A less explored area concerns the movement of people for service access: to what extent are urban areas being over-burdened due to resource misallocation and migration for better services? Does such result in higher mortality rates in urban areas? Resource allocation is now also being aligned to priority service areas. The first National Package of Essential Health (NPEH) was formed in 1999-later revised and costed in 2013 [37, 42, 43] . The package identifies what the greatest burden of disease is across Tanzania and thus which public health services were to be prioritized. Five service clusters have since been identified: (1) reproductive and child health; (2) communicable diseases; (3) non-communicable diseases; (4) meeting specific district priorities; and (5) promoting community health. The package guides LGA's how to plan their health sector to meet needs in their judiciary, and also puts an emphasis on quality improvement. However, the package continues to promote a curative approach to health in Tanzania: the focus is on treating disease, with minimal effort placed on change the (socio-political-economic) environment by which people become unhealthy. In addition, a $2 billion USD resource deficiency was identified in making sure that all citizens have access to the identified essential services [42] . Achieving universal health care in Tanzania requires increased resources and improved allocation.
Discussion: Data Validity and Gaps
In completing this research synthesis and paper, limitations of national data sources were identified. Firstly, wealth quintiles were not available for all indicators. Secondly, as discussed, there are three different definitions used for defining Burban^and Brural^g eographies; Muzzini and Lindeboom [20] show the difficulty in understanding the scale of the Burbanp roblem as the boundaries defining where is urban vary depending on the data and definition used. In addition, the use of income as a measure of inequality in many ways fails to incorporate and recognize the multiple deprivations and sources of livelihoods (assets), and vulnerabilities of poverty, in the spaces. Thirdly, data was not always disaggregated to show intra-urban differences, rather showcasing averages of urban/rural areas. The data on wealth does not provide intra-urban disaggregation. Lastly, there is no, or limited, data collected on mental and social health-national datasets need to go beyond the physical manifestation of disease.
The findings raise an issue of data quality and scale in Tanzania's health and social sectors. Disaggregated data is required. Intra-urban and intra-rural data need to be collected and available to be able to make conclusive decisions on urban-rural health disparities. The indicators used in this study do not differentiate between the socioeconomic groups and spaces within urban or rural areas, or within districts. There remains great value in exploring the use of datasets such as the Sample Vital Registration with Verbal Autopsy (SAVVY), a demographic surveillance system, whereby data is disaggregated at a smaller scale (see [10] ).
Finally, urban and rural areas, and health outcomes, are interconnected rather than disconnected binaries. The data does not show where patients have come from, for example whether sick patients migrate from (or to) rural areas and the percentage of urbanrural residents who access urban health services and medicine. More specialized facilities and referral hospitals are found in urban areas; however, a recent study by Shemdoe et al. [26] show there are difficulties in recruiting and retaining medical doctors and highly skilled cadre in urban, as well as rural, areas.
Discussion: the Need for a Social Determinants of Health Perspective
The results raise questions on the complex relationship between social determinants, the quality of urban life, and health. The findings show urban disadvantages emerge for some health indicators, including urban dwellers on average dying younger. On the one hand, where you live matters. As shown, a high number of urban dwellers live in informal housing, and research in Dar es Salaam has shown that cholera incidence is linked to housing, income, and density: rising by 1% with a percentage increase in informal residents, 2% with a rise in population density of 1000 people per square kilometer, and falling by 50% with improvements in income, as per asset ownership (see [24] ). Substance abuse was found to be higher for residents of poor urban areas [16] . On the other hand, lifestyle factors matter. The nutrition available, and costs influence dietary decisions: urban Tanzania has been found to have high intakes of cholesterol and sucrose matched with low fiber diets [15] . Additionally, consumption of meat, fish, and coconut milk has been found to be more frequent in urban areas (compared to rural and pastoral) and this diet correlated to higher blood pressure [22] . Access to physical space, and activities, influences healthiness. As a study in urban Mwanza shows, the high physical activity energy expenditure of young-middle aged men in urban Mwanza reduced the risk of cardiovascular disease [23] . The energy expenditure was linked to job employment. However, such jobs are gendered and open spaces for physical activity remain limited in cities. Healthy urban spaces, and politics, are required for promoting a healthy quality of life.
Conclusion
Results presented showcase health outcomes in rural and urban areas vary and are unequal. The national datasets analyzed show that the risk of disease, living a longer life, and unhealthy behaviors are not the same for urban and rural areas, and across income groups. Urban areas show a disadvantage in life expectancy, HIV/ AIDS, maternal mortality, children's morbidity, and women's BMI. Although a greater level of access to health facilities and medicine is reported, we raise a concern of quality and availability in health and what sources are being used to make decisions on urban-rural inequalities.
Rural and urban health outcomes are interconnected and link to the wider political economy of health systems, decision-making, financing, and resource allocation, within Tanzania. Although the datasets show urban and rural disadvantage in some indicators, with inequalities across income, the conclusions are not as simple or clear-cut. Further research is required to analyze the factors contributing to these inequalities and disparities especially within urban spaces. Additionally what is the quality of the services and who is accessing them? We need to understand more on the diversity of the populations residing in such spaces. The findings of this research raise a broader question of planning, efficiency, and allocation to meet health needs across Tanzania. Improvements in data are required to disaggregate within urban and rural areas and make effective decisions concerning essential health needs-supply and demand. 
